





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXX	CASE:  PD-2017-01076
BRANCH OF SERVICE:  ARMY 	SEPARATION DATE:  20060119


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was an active duty E4, Military Police, medically separated for “chronic low back pain,” “lower extremity pain,” and “right knee pain,” rated 10%, 0%, and 0%, respectively, with a combined disability rating of 10%.  


CI CONTENTION:  The CI made no specific contention.  The complete submission is at Exhibit A.  


SCOPE OF REVIEW:  The panel’s scope of review is defined in DoDI 6040.44.  It is limited to review of disability ratings assigned to those conditions determined by the Physical Evaluation Board (PEB) to be unfitting for continued military service, and when specifically requested by the CI, those conditions identified by the Medical Evaluation Board (MEB), but determined by the PEB to be not unfitting or non-compensable.  Any conditions outside the panel’s defined scope of review, and any contention not requested in this application, may remain eligible for future consideration by the Board for Correction of Military Records.  The panel’s authority is limited to assessing the fairness and accuracy of PEB rating determinations and recommending corrections when appropriate.  The panel’s assessment of the PEB rating determination is based on review of medical records and all available evidence relevant to application of the Veterans Affairs Schedule for Rating Disabilities (VASRD) standards for the unfitting medical condition(s) at the time of separation.  The panel has neither the role nor the authority to compensate for post-separation progression or complications of service-connected conditions; that role and authority is granted by Congress to the Department of Veterans Affairs, which operates under a different set of laws.  The panel gives consideration to VA evidence, particularly within 12 months of separation, but only to the extent that it reasonably reflects the severity of disability at the time of separation.  


RATING COMPARISON:  

SERVICE PEB - 20051031
VARD - 20060614
Condition
Code
Rating
Condition
Code
Rating
Exam
Chronic Low Back Pain 
5237
10%
Lumbar Strain
5237
10%
20060504
Lower Extremity Pain…
5099-5022
0%
Residuals of Stress Fracture of the Right Symphysis Pubis with Right Hip Bursitis
5299-5252
10%
20060504



Stress Fractures of the Left Foot with Degenerative Changes
5019-5284
10%
20060504



Stress Fractures of the Right Foot
5284
10%
20060504
Right Knee Pain…
5299-5257
0%
Right Knee Tendonitis
5019
10%
20060504
COMBINED RATING:  10%
COMBINED RATING OF ALL VA CONDITIONS:  70%


ANALYSIS SUMMARY:  

Chronic Low Back Pain (LBP).  According to the service treatment record (STR) and MEB narrative summary (NARSUM), the CI began developing LBP in the summer of 2004, concurrent with bilateral lower extremity stress fracture injuries she incurred during basic training as reflected below.  The first documentation of LBP was noted when the CI started physical therapy (PT) in July 2004 for leg, pelvis, and back pain.  MRI studies of the lumbar spine on 25 April 2005 were normal.  

The 14 May 2005 MEB NARSUM examination, 8 months prior to separation, noted complaints of constant LBP ranging in severity from 2-5/10 and aggravated with flexion.  The NARSUM documented normal X-rays of the lumbosacral spine (not in evidence).  Physical examination showed tenderness of the right sacroiliac joint with a normal gait and no spasm.  The examiner noted full active range of motion (ROM) of the lumbosacral spine, but attached undated MEB PT clinic thoracolumbar ROM measurements of active flexion of 65 degrees (normal 90) and combined ROM of 205 (normal 240) after repetition.  The therapist noted painful motion.  

At the 4 May 2006 VA Compensation and Pension (C&P) examination, 4 months after separation, the CI reported aching, sharp, and cramping pain that was elicited by physical activity and standing or sitting too long.  She was able to function with this pain when taking non-steroidal anti-inflammatory drugs and stated her condition did not cause incapacitation.  Physical examination showed a normal gait and posture.  There was tenderness of the paraspinal muscles, but muscle spasm was absent.  The examiner reported no signs of intervertebral disc syndrome with chronic and permanent nerve root involvement.  The CI had full, painful ROM.  

The panel directed attention to its rating recommendation based on the above evidence.  The PEB rated the LBP condition 10%, coded 5237 (lumbosacral strain), citing tenderness and painful motion.  The VA also rated the LBP condition 10%, coded 5237, based on the C&P examination.  The panel agreed that a 10% rating, but no higher, was justified for limitation of flexion (greater than 60 degrees but not greater than 85 degrees) and combined ROM (greater than 120 degrees, but not greater than 235 degrees), as reported on the PT measurements that accompanied the MEB.  A 10% rating was also justified based on the presence of painful motion and tenderness on the PT and C&P examinations.  There was no muscle spasm or guarding severe enough to result in an abnormal gait or spinal contour, thus the next higher 20% rating was not justified on this basis.  There was no documentation of intervertebral disc syndrome with incapacitating episodes which would provide for a higher rating under that formula.  After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the panel concluded there was insufficient cause to recommend a change in the PEB adjudication for the LBP condition.  

Right Knee Pain.  According to the STR and MEB NARSUM, the CI’s right knee condition began in the summer of 2004 concurrent with her stress fracture and LBP conditions while in basic training.  At the 5 January 2005 orthopedic clinic appointment, 12 months prior to separation, the CI reported right knee pain; the examiner reported 135 degrees flexion (normal 140) and 0 degrees extension (normal 0) with a negative Lachman’s.  Panel members were unable to determine whether or not there was pain with motion from the handwritten note.  The 25 April 2005 MRI impression revealed a likely degenerative signal in the posterior horn medial meniscus, with possible presence of some undersurface fraying of the peripheral aspect.  There was mild lateral patellar subluxation and lateral tilt with associated mild chondromalacia of the patellofemoral joint.  

The 14 May 2005 MEB NARSUM noted development of right leg pain at basic training in May 2004.  The examiner reported a normal reciprocal gait, full ROM, negative Lachman’s, negative Apley, negative McMurray, 5/5 strength, normal tone, no atrophy, normal sensation, and 2+ deep tendon reflex (DTR) bilaterally.  The MEB PT ROM was noted as flexion to 120 degrees and extension to 0 degrees.  There was no evidence of painful motion.  

At the A C&P examination the CI reported right knee pain, which was stiff in the morning and aggravated by prolonged sitting or walking.  X-ray findings of the right knee were within normal limits.  The examiner reported no edema, no instability, motor function within normal limits (WNL), sensory WNL, and DTR 2+ symmetrically.  ROM studies revealed flexion 140 degrees, with pain occurring at 100 degrees, and extension 0 degrees.  The examiner stated the joint function on the right was not additionally limited by pain, fatigue, weakness, lack of endurance, or incoordination after repetitive use.  The 27 April 2006 X-ray impression was a normal examination.  

The panel directed attention to its rating recommendation based on the above evidence.  The PEB rated the right knee condition 0%, coded analogously as 5257 (other impairment of knee), citing a negative Lachman’s exam and the MRI was consistent with the diagnosis.  The VA rated the right knee condition 10%, coded 5019 (bursitis), based on the C&P examination, citing painful or limited motion of a major joint or group of minor joints.  

The panel noted multiple treatment notes and the NARSUM and VA examinations documented full or mildly limited right knee ROM with a normal gait.  Although there was evidence of painful motion at the VA examination after separation, there was no evidence of painful motion at the NARSUM and PT examinations prior to separation.  There was no evidence of instability.  The VA examiner reported the CI’s function was not limited by pain, repetition, fatigue, weakness, incoordination, or lack of endurance.  Panel member agreed that the evidence did not support a 10% rating for painful motion, limited motion, or instability.  After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the panel concluded there was insufficient cause to recommend a change in the PEB adjudication for the right knee condition.  

Lower Extremity Pain.  The PEB combined the pelvic, right hip, right foot, and left foot conditions under a single disability rating, coded analogously as 5022 (rated analogous IAW VASRD 4.20 to periostitis) and rated 0%.  It appears the PEB bundled these conditions together IAW DoDI 1332.38 E3.P3.4.4., determining that the overall effect considered together created a condition of unfitness although each condition was not separately unfitting.  According to the STR and the MEB NARSUM, the CI’s lower extremity pain condition began in May 2004 during basic combat training.  

A 27 April 2006 X-ray of the pelvis revealed no evidence of fracture or subluxation.  The hip joints and the sacroiliac joints appeared intact.  No osteolytic or osteoblastic lesions were seen.  The overlying soft tissue appeared intact.  Views of the right hip revealed no evidence of fracture or subluxation.  The joint spaces and soft tissue appeared intact.  Multiple views of the right foot revealed no evidence of fracture or subluxation.  There was hallux valgus deformity at the metatarsal phalangeal (MTP) joint of the right great toe with slight joints space narrowing.  The soft tissue appeared intact.  The plantar arch appeared normal.  Also, multiple views of the left foot revealed no evidence of fracture or subluxation.  

The MEB NARSUM examination noted a history of pelvic and foot stress fractures which made her unable to prepare for an Army physical fitness test.  The examiner reported a normal general physical exam, normal reciprocal gait, negative straight leg raising test, 5/5 strength, no atrophy, DTR’s 2+ symmetric, and ROM of the lower extremities was normal.  

At the C&P examination the CI reported she had bilateral foot pain, which could be elicited with physical activity.  It was relieved by rest and medications such as Naprosyn and Motrin.  The X-rays for the pelvis, right hip and bilateral knees were WNL.  X-rays of the right and left foot showed findings of hallux valgus deformity at the MTP joint of the great toe and no other abnormalities were reported.  It was noted there was no functional impairment for this condition.  Also, it was reported that there was no functional impairment resulting from her pelvic condition and she was not receiving any treatment for this condition.  The examiner reported the CI’s posture and gait were within normal limits.   There was bilateral tenderness in the feet; hallux valgus was present in each foot with a slight degree of angulation and no resection of the metatarsal head present.  There was negative pes planus, negative pes cavus, no hammer toes, and hallux rigidus was not present.  She did not require any type of support with her shoes bilaterally.  The ROM study of the feet revealed right foot dorsiflexion 20 degrees (normal), right foot plantar flexion 45 degrees (normal) with pain noted at 30 degrees, left foot dorsiflexion 20 degrees and left foot plantar flexion 45 degrees.  

The panel directed attention to its rating recommendation based on the above evidence.  The PEB rated the lower extremity pain condition 0%, coded analogously as 5022 (periostitis), citing documentation of stress fractures by bone scan, normal ROM, and normal muscle strength.  The VA provided three ratings for lower extremity pain caused by stress fractures, all based on the C&P examination.  The VA rated the residuals of the stress fracture of the right symphysis pubis 10%, coded analogously as 5252, (limitation of flexion of the thigh); stress fractures of the left foot with degenerative changes 10%, coded 5019-5284 (other foot injuries with bursitis); and stress fractures of the right foot 10%, coded 5284 (other foot injuries).  In all three instances the VA cited painful or limited motion of a major joint or group of minor joints.  

The panel agreed the preponderance of evidence supported that each stress fracture was not separately unfitting, and that the overall effect of the functional limitations of all the conditions contributed to the CI’s inability to perform military duties, and accordingly an overall disability rating is recommended.  The evidence, including the profile, NARSUM, STR, and commander’s statement, did not enable the panel to discriminate the performance limitations attributable to each of the pelvic, right hip, right foot, and left foot stress fracture conditions.  As noted by the PEB, ROMs of the lower extremities were all normal and muscle strength was 5/5.  The MEB reported no sacroiliac joint dysfunction, no spasm, and negative straight leg raising test bilaterally.  After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the panel concluded there was insufficient cause to recommend a change in the PEB adjudication for the lower extremity pain condition.  


BOARD FINDINGS:  In the matter of the LBP condition and IAW VASRD §4.71a, the panel recommends no change in the PEB adjudication.  In the matter of the lower extremity pain condition and IAW VASRD §4.71a, the panel recommends no change in the PEB adjudication.  In the matter of the right knee condition and IAW VASRD §4.71a, the panel recommends no change in the PEB adjudication.  There are no other conditions within the panel’s scope of review for consideration.  Therefore, the panel recommends e no modification or re-characterization of the CI’s disability and separation determination.  


The following documentary evidence was considered:

Exhibit A.  DD Form 294, dated 20170316, w/atchs
Exhibit B.  Service Treatment Record
Exhibit C.  Department of Veterans Affairs Record 




AR20180004925, XXXXXXXXXXXXXXXXXX 



XXXXXXXXXXXXXXXXXX

Dear XXXXXXXXXXXXXXXXXX:


	The Department of Defense Physical Disability Board of Review (DoD PDBR) reviewed your application and found your separation disability rating and your separation from the Army for disability with severance pay to be accurate.  I have reviewed the Board’s recommendation and record of proceedings (copy enclosed), and I accept its recommendation.  I regret to inform you that your application to the DoD PDBR is denied.  

	This decision is final.  Recourse within the Department of Defense or the Department of the Army is exhausted; however, you have the option to seek relief by filing suit in a court of appropriate jurisdiction.

Sincerely,					      
Enclosure







